Objective Although many siblings experience distress after a child's cancer diagnosis, their psychosocial functioning is seldom assessed in clinical oncology settings. One barrier to systematic sibling screening is the lack of a validated, sibling-specific screening instrument. Thus, this study developed sibling-specific screening modules in English and Spanish for the Psychosocial Assessment Tool (PAT), a well-validated screener of family psychosocial risk. Methods A purposive sample of English-and Spanish-speaking parents of children with cancer (N ¼ 29) completed cognitive interviews to provide in-depth feedback on the development of the new PAT sibling modules. Interviews were transcribed verbatim, cleaned, and analyzed using applied thematic analysis. Items were updated iteratively according to participants' feedback. Data collection continued until saturation was reached (i.e., all items were clear and valid). Results Two sibling modules were developed to assess siblings' psychosocial risk at diagnosis (preexisting risk factors) and several months thereafter (reactions to cancer). Most prior PAT items were retained; however, parents recommended changes to improve screening format (separately assessing each sibling within the family and expanding response options to include "sometimes"), developmental sensitivity (developing or revising items for ages 0-2, 3-4, 5-9, and 10þ years), and content (adding items related to sibling-specific social support, global assessments of sibling risk, emotional/behavioral reactions to cancer, and social ecological factors such as family and school). Conclusions Psychosocial screening requires siblingspecific screening items that correspond to preexisting risk (at diagnosis) and reactions to cancer (several months after diagnosis). Validated, sibling-specific screeners will facilitate identification of siblings with elevated psychosocial risk.
those least likely to be met (Scialla et al., 2018) . Indeed, siblings frequently report unmet needs related to social and emotional support, cancer-related information, and treatment involvement (Lö vgren et al., 2016; O'Shea et al., 2012; Patterson, Millar, & Visser, 2011; Steele et al., 2013) . Siblings also report high levels of stress and distress, poorer academic functioning and more absenteeism than peers, more risky health behaviors, and poorer adult health outcomes than comparisons (Long et al., 2018) . The lack of a validated, sibling-specific psychosocial screening tool has been identified as a barrier to implementing the sibling standard of care (Gerhardt et al., 2015) . The present research begins to address this barrier by developing a sibling screener.
Despite the lack of attention to sibling screening, the importance of assessing the psychosocial risk of patients, parents, and families has been well documented (Kazak, Abrams, et al., 2015) . The Psychosocial Assessment Tool (PAT) is a brief parentreport psychosocial screener used to identify families at varying levels of risk, whereby risk scores are used to inform delivery of care matched to the family's needs (Pai et al., 2008) . PAT scores map onto the Pediatric Psychosocial Preventative Health Model, with PAT cutoff scores corresponding to universal (low), targeted (medium), and clinical (high) levels of risk and need for intervention (Kazak, Schneider, DiDonato, & Pai, 2015) . Indeed, families who endorse more risk items at diagnosis report higher levels of caregiver distress, family problems, and psychosocial service use 4 months into treatment (Alderfer et al., 2009) . One of the seven subscales of the PAT focuses on siblings and uses items that parallel those asked about the child with cancer. These questions ask about multiple siblings simultaneously and therefore do not offer information on the individual risk status of each sibling within the family.
In addition to having sibling-specific screening tools, realizing the goal of systematic screening of siblings' psychosocial functioning requires screening instruments that can be feasibly implemented. In our previous work, we explored parent-and sibling-identified barriers to screening and their recommendations for surmounting these barriers (Long et al., 2017) . Parents reported incomplete knowledge of siblings' functioning during the first few months of cancer treatment, which they attributed to frequent family separations, cancer-related practical demands, and their own strong emotions, all of which limited their ability to focus on siblings. Similarly, siblings reported a reluctance to disclose their emotions during the first few months of cancer treatment. To surmount these barriers, families recommended a two-part screening process. First, an initial screener administered shortly after diagnosis would focus on longer-standing sibling risk factors, which are well known to parents even in the presence of family disruptions and separations. Then, a follow-up screener administered at least 3 months after diagnosis would focus on siblings' reactions to cancer (Long et al., 2017) .
The current project extended these sibling screening recommendations to the development of parentreported, sibling-specific modules for the PAT using best practices for measure development (Fowler, 1995) , including cognitive interviewing techniques (Beatty & Willis, 2007; Drennan, 2003) . The purpose of this article is to provide a detailed documentation of the iterative process of measure development and refinement to demonstrate the rationale for decisions about structure and content, including the specific wording of each item, to establish trust in the new measure. The content of the two screeners (diagnosis and 3þ months follow-up) was informed by psychosocial risk and protective factors identified in previous sibling research (e.g., social support, family problems, and cancer communication) and shaped by the input of parent participants. Efforts were made to improve the developmental sensitivity of the screener and to ensure semantic equivalence in English and Spanish versions. Due to the formative nature of the research questions, we used qualitative methodology to gather and implement parents' feedback about iterative versions of the PAT sibling modules.
Method

Overview
This qualitative study evaluated the acceptability and utility of the original sibling items from the PAT and developed new screening modules to capture sibling risk factors for poor adjustment to cancer. Study participants provided feedback on iterative versions of newly developed PAT sibling modules to be delivered around the time of diagnosis (preexisting risk factors) and several months thereafter (reactions to cancer). The current findings are part of a larger program of research that aimed to identify barriers to sibling screening procedures (Long et al., 2017) , develop new PAT sibling modules (qualitative findings presented here), and assess the preliminary validity of the new PAT sibling modules (data collection ongoing).
Participants
Parents (25 mothers and four fathers) representing 29 families of children with cancer participated. Family inclusion criteria included the following: (a) having at least two children (under age 18 years) in the family, living in the same household at least part of the time (i.e., step-and half-siblings were included); b) speaking English or Spanish fluently; and c) having one child diagnosed with cancer at least 3 months before enrollment. Purposive sampling procedures were used to ensure that a range of perspectives were being captured across primary language (English or Spanish), type of cancer (leukemia/lymphoma, solid tumor, or central nervous system tumor), treatment status (active or follow-up), time since cancer diagnosis, and sibling gender and age (infancy/toddlerhood, early childhood, middle childhood, and adolescence). To this end, characteristics of enrolled families were periodically reviewed to ensure breadth within the sample, and subsequent recruitment efforts targeted families with characteristics that were underrepresented in the sample. Demographic and illness characteristics are summarized in Table I .
Recruitment
Parents of children who were receiving active or follow-up treatment in the pediatric oncology service at (Dana Farber Cancer Institute) between July 2015 and September 2016 were invited to participate in a study that aimed to develop a psychosocial screening instrument for siblings of children with cancer. The inclusion criteria and purposive sampling procedures described earlier guided hospital staff in approaching potentially eligible families. At oncology visits, hospital staff obtained permission to pass families' contact information along to the research team. The researchers then placed follow-up calls to provide more information about the study, assess families' interest in participation, and screen them for eligibility. Fifty families agreed to hear about the study, and 29 participated. The remaining 21 families were ineligible (n ¼ 2), agreed to participate but could not be scheduled within the study window (n ¼ 2), could not be reached (n ¼ 11), or declined participation (n ¼ 6). Families who declined cited unwillingness to revisit the cancer experience (n ¼ 2), being too busy due to cancer-related demands (n ¼ 2), not trusting research (n ¼ 1), and deciding against parental participation because the sibling was not eligible to participate (n ¼ 1).
Procedure
After parents provided consent for participation, data were collected in single visits in participants' homes (n ¼16) or at the oncology clinic (n ¼ 13), determined by participant preference. Interviews were conducted in English (n ¼ 19) or Spanish (n ¼ 10) by the principal investigator and two graduate students with expertise in qualitative and cognitive interviewing techniques, one of whom is a native Spanish speaker. Interviews were recorded, transcribed verbatim, and cleaned. Spanish transcripts were translated into English to facilitate interpretation by the research team, and translations were checked by a native Spanish speaker. Field notes were recorded within 24 h of each interview. Procedures were approved by the institutional review boards at (Boston University and Dana Farber Cancer Institute). Participants were each compensated $25.
For the development of the Spanish items of the PAT sibling modules, a translation-back translation procedure was used to ensure semantic and content equivalence between English and Spanish versions of each item. The Spanish items were closely vetted with Spanish-speaking participants and psychosocial professionals (pediatric psychologist, social worker, chaplain, psychology master's student, and two research assistants) from Mexico, Spain, and South America. Some of the literal translations from English to Spanish were found to be unclear for Spanishspeaking participants (e.g., in the context of assessing posttraumatic stress, the word for "numb" was perceived by Spanish-speaking families as "sleepy"); these items were updated multiple times until it was clear to participants and psychosocial professionals that the items referred to the intended psychosocial constructs.
Description of Original PAT Sibling Items
The existing sibling items from the PAT served as the starting point for this project. The PAT was designed to be a brief screener (i.e., not a comprehensive assessment) to identify families who might be at risk for Adds to more than 100% due to rounding. psychosocial difficulties. The PAT includes items that are used to assess psychosocial risk in the child with cancer and siblings, including nine items for patients/ siblings under age 2 years and 20 items for patients/siblings over age 2 years. Parents respond to these items in a no/yes format for siblings (and a no/sometimes/yes format for patients). Parents are asked to complete the sibling items about other children in the home; regardless of the number of siblings in the family, parents only respond to one set of sibling items. In general, the PAT is administered close to the time of diagnosis to assess longer-standing risk factors that might affect families' psychosocial adjustment to cancer.
Interview A semi-structured interview guide was developed for this research project. The interview gathered background information about the family and their cancer experience and asked open-ended questions regarding perceptions of sibling-specific risk and protective factors and preferences about the logistics of sibling screening (findings presented separately). Parents were then administered iterative versions of the PAT sibling module, and cognitive interviewing techniques (Beatty & Willis, 2007; Drennan, 2003) were used to gather detailed feedback on the wording, format, and response options for each item; how they interpreted each item (e.g., "What did you think this question was asking?"); and their thought process while deciding how to respond to each item (e.g., "You answered 'sometimes' for Question 2. How did you choose to answer this way? What behaviors did [sibling] show that led you to indicate 'sometimes'? Why did you choose not to answer 'Yes' for this item?"). Twenty parents provided feedback on a paper-and-pencil version of the PAT, and nine parents provided feedback about an iPad version of the sibling modules.
Adding New PAT Sibling Items
The content and wording of PAT sibling items evolved over the course of data collection. First, parents provided feedback on the original PAT sibling items and were asked to identify additional content areas that should be added to future versions of the sibling modules. Parents' input about sibling-specific domains was considered along with the existing research assessing risk factors in siblings of children with cancer and the broader developmental psychopathology literature when developing item content. English and Spanish versions of each additional item were drafted, and parents provided detailed feedback on the wording of each item via cognitive interviews (as described earlier). In turn, cognitive interview feedback informed the refinement of each new sibling item. The research team had monthly teleconferences in which interim findings were reviewed and applied to the next iteration of sibling items. Data were considered saturated when both the English and Spanish versions of each item were perceived to be clear to parents and when parents' understanding of each item (e.g., "What do you think this item is asking about?") matched the research team's intended meaning thereof.
Data Analysis
Interview transcripts were entered into NVivo 10 (QSR, 2012) and analyzed using applied thematic analysis (Guest, MacQueen, & Namey, 2012) . A detailed codebook was developed that included higher-level codes related to parents' perceptions of the sibling items on the PAT and their general ideas about screening. More specific codes included those related to item format and content, timing of sibling screening, developmental context, and family structure (e.g., multiple siblings in the family). The codebook included the name and number of each code, an operational definition for each code, and detailed instructions on how/when to apply each code.
The first four transcripts were coded as a group for the purposes of refining the coding structure to ensure that all relevant themes were being captured and combining codes into higher-level themes. Minor changes to the coding structure continued to be made while coding the subsequent interviews. The coding structure was considered complete when no new changes emerged during the course of coding additional transcripts; this occurred after 10 transcripts. The final coding structure was then applied to all transcripts, including those that had already been preliminarily coded while developing and finalizing the coding structure. Thus, all transcripts were coded in accordance with the final version of the coding structure.
The coding team met weekly to discuss questions about application of the coding structure and to resolve any discrepancies in assigning codes. Records of coding decisions were maintained in an audit trail. To ensure reliability across coders, 20% of transcripts were double-coded and compared to ensure comprehensiveness and accuracy of coding. Inter-coder concordance (Morse, Barrett, Mayan, Olson, & Spiers, 2002 ) was calculated to be 98%. Discrepancies in assigning codes were discussed and resolved through consensus before thematic analysis. Thematic saturation (Morse, 1995) was achieved at different points for each of our primary research questions; final saturation was achieved after 26 interviews, and findings were verified in the remaining three interviews.
Results
Four overarching themes emerged from the qualitative interviews capturing issues related to the original PAT sibling items: (a) format (including physical layout, multiple siblings, and yes/no response options), (b) reference point (before/after cancer), (c) developmental sensitivity (including the omission, addition, or revision of items for siblings of different ages), and (d) content (including the addition of items assessing sibling-specific social support, global risk perceptions, additional emotional/behavioral symptoms, and social ecological factors). These themes are summarized in Table II and elaborated later, including a description of each theme and an explanation about how the accumulating feedback was applied to the development and refinement of the sibling modules.
Format
Parents provided feedback on the physical layout of the original PAT sibling module (paper-and-pencil version), 1 the need to report on all siblings within the family simultaneously, and the yes/no response options. On the paper-and-pencil version of the PAT, a subset of parents did not complete the sibling section. When reviewing their reasons for skipping this section, parents indicated that they had not seen the section or thought "it looked confusing [because] there was not a separate section for siblings." This concern was remedied by using an electronic version of the PAT.
Parents with more than two children (i.e., multiple siblings in the family; n ¼ 16) reported marked confusion about reporting on all siblings simultaneously. When asked to articulate their thought processes about how to respond to sibling items, parents explained that they answered about the oldest sibling, about the sibling for whom they had the most concern, by taking an average across siblings, or, as one father explained, "If any of the other kids ever have that issue, then I would check yes." Even when parents articulated a specific approach, they often did not follow that algorithm consistently when answering the items about sibling functioning.
In response to questions about ways to assess multiple siblings, parents uniformly suggested that each sibling be assessed separately due to wide variability in siblings' adjustment to cancer. As one mother explained, "[Sibling A] cried a lot and you know like she's scared, and then [Sibling B] was scared and acted out in anger. . . . they all act out different [sic] ." Thus, later iterations of the PAT Sibling Modules asked about each sibling separately. When using a tablet computer, the names of each sibling were programmed to autopopulate along with the correct items for his/her age (see following text for developmental considerations). One parent explained that the inclusion of each sibling's name in the iPad felt therapeutic in and of itself:
I liked [auto-populating each sibling's name]. It made it easier to follow. . . It was very comforting to be like -okay, someone knows who my kids are. They're putting themselves in my shoes. They know they're talking about [siblings] , not like "Kid A" and "Kid B" and not "siblings." . . . Instead of sort of making it seem like you're taking a survey, it's like put yourself in my shoes in the beginning and say like we know what you are worried about, but let us help you figure out how we can help the other kids, too. You're doing the best for the sick kids, let someone help you take care of your other kids or determine if there might be something else you could do.
Although the recommendation to assess each sibling separately could be time-consuming, only two of the 16 participating families with multiple siblings acknowledged the potential burden of filling out the sibling screener multiple times, and these two families still emphasized the uniqueness of sibling responses and the need for individual screening.
The third formatting recommendation was to expand the yes/no response options to include "sometimes." Parents explained that they were unsure about the threshold for answering "yes," which often led to inconsistent responding and/or potentially missing at-risk siblings because their symptoms "aren't that bad." Indeed, this pattern played out in several interviews during which parents discussed considerable concerns about the psychosocial functioning of siblings but reported that they did not perceive the concerns to be "enough" to warrant a "yes" response on the sibling screening items. Although some parents asked for a 5-or 7-point scale, most parents indicated that a 3-point scale was adequate for a screening instrument.
Reference Point
Before implementation of families' recommendation to assess different risk factors at diagnosis versus several months follow-up (see "Content" section), parents initially reported confusion about whether the sibling screening module was intended to assess siblings' general functioning or their reactions to cancer. For example, one father articulated, "Because this form is directly related to the child and the cancer, it makes me think does this happen because of the child's illness? Is it an effect of having a [brother with cancer]?" Parents emphasized their concerns about siblings' psychosocial adjustment and articulated the need to develop separate items to evaluate siblings' longer-term risk factors close to the time of cancer diagnosis versus their reactions in the months following the cancer diagnosis. Indeed, the development of separate baseline and follow-up versions of the sibling module was perceived by parents to appropriately correspond to the different types of risk factors present at these time points.
Parents reported that the instructions on the follow-up screener also clarified their responses (follow-up instructions stated, "Please check all items that are currently true for the patient's sibling. This includes the sibling's reactions to cancer as well as things that are unrelated to cancer. Some things might have been present before the cancer diagnosis."). Together, parents reported that the two distinct versions of the modules (baseline and follow-up) along with the updated instructions ameliorated confusion about whether they were responding about siblings' longer-standing risk factors or their reactions to cancer.
Developmental Context
Parents indicated that the original PAT could be more developmentally sensitive by having more nuanced age breakdowns; the distinction of over/under age 2 was considered too broad. One father explained that "the separation of over or under two is kind of too limiting for something like this . . . the difference between a two year old and, you know, a six and a half year old, versus probably like an eleven or twelve year old, is hugely different as far as what's going on in their lives and how they would deal with stuff." A parent of older children further explained:
Well if you go along the school lines, you have like lower elementary, upper elementary, and then you have your middle school and your high school, and beyond. In all honesty, all those levels of development are very distinct age groups where developmentally as well as emotionally, children develop at different ages. You know, the 9-12 year old is very different from the 6-9 year old. Several items were identified as being particularly irrelevant for younger siblings. For example, in reference to an item assessing substance use in siblings ages 2þ, one parent explained that "the [item] about alcohol abuse or drug abuse is really inappropriate for when you're talking about a pre-pubescent child."
In response to this feedback about developmental relevance, items were selected to correspond to siblings aged 0-2, 3-4, 5-9, and 10þ years. Some items were revised based on sibling age. For example, the item "has problems making or keeping friends" was changed to "has problems playing with other children" for the 3-4-year-olds, and the item "has learning problems/problems at school" was modified to only ask about learning problems (and not school problems) for younger siblings who are not yet enrolled in formal schools. Parents uniformly agreed that the final version of the sibling modules, that included age-specific branching of items, appropriately 
Response options
• Original PAT has yes/no format • Uncertainty about the threshold for answering "yes" leads to inconsistent responding and missing at-risk siblings
• Expand the yes/no response options to include "sometimes"
Reference point • Need separate items to evaluate precancer risk factors at diagnosis and cancer reactions several months later
• Develop baseline and follow-up versions of the sibling module Developmental context • Original PAT items are not carefully tailored to the sibling's age or developmental level
• Add, remove, or revise items to correspond to siblings ages 0-2, 3-4, 5-9, and 10þ years Content
• Sibling items from the original PAT are relevant; additional items are recommended • Additional baseline items: availability of siblings' emotional or practical support and predictions about siblings' adjustment • Additional follow-up items:
• Emotional/behavioral symptoms (e.g., self-harm, posttraumatic stress) • Impact of cancer on family, school, extracurricular activities, and social support • Global assessments of siblings' difficulty adjusting to cancer, parents' depth of knowledge about siblings' adjustment, and parents' wish to discuss sibling-related concerns with psychosocial providers
• Original PAT sibling items were retained (according to developmental recommendations) • Items were added to assess social support, global adjustment, and sibling-specific emotional/behavioral and socioecological factors corresponded to the psychosocial functioning of siblings across childhood and adolescence.
Content
Parents indicated that the items on the sibling section of the original PAT screener are relevant for siblings. Therefore, these items were retained on both the baseline and follow-up versions of the new sibling screening modules (with some changes according to the age of the sibling, as described earlier). However, parents also emphasized that the screeners need additional items that are specific to siblings. Most of the additional items were added to the follow-up version of the module, but several were added to the baseline version. For all ages, new baseline items assess the availability of emotional or practical support for siblings' and parents' perceptions of the likelihood that each sibling will have a hard time adjusting emotionally to the child's cancer. For siblings ages 4 and under, additional items inquire about temper tantrums and the tendency to get scared easily.
On the follow-up screener, all the items from the baseline screener were retained. In addition, the follow-up screener also contains new items assessing additional emotional/behavioral symptoms (e.g., selfharm, eating habits, bed wetting, and posttraumatic stress) and social ecological factors including those related to the family (e.g., parent-sibling relationship and sibling-patient relationship), school (e.g., decline in grades or attendance), extracurricular activities (e.g., participation in sports or clubs), and social support (e.g., friends or nonfamily adults). In addition to these more specific items, the follow-up screener includes global questions assessing whether siblings are having difficulty adjusting to cancer and asking parents if they have concerns about the sibling that they would like to discuss with a psychosocial provider. Finally, the addition of an item asking parents to report on the extent to which they understand how the sibling is feeling corresponds to feedback that parents are sometimes unaware of siblings' emotional or behavioral functioning after a cancer diagnosis.
Discussion
This study developed English and Spanish versions of PAT sibling-specific screening modules to identify psychosocial risk in siblings of children with cancer. The new modules differ from the original PAT by (a) allowing parents to assess each sibling individually (rather than asking about risk concurrently for all siblings in the family); (b) expanding the yes/no response options to include "sometimes"; (c) improving developmental sensitivity by revising or developing items for ages 0-2, 3-4, 5-9, and 10þ years; and (d) adding sibling-specific screening items. Parents strongly indicated the need for separate screeners to assess siblings' psychosocial risk at the time of diagnosis (that focuses on long-standing risk factors) and several months thereafter (that incorporates psychosocial adjustment to cancer). The development of a follow-up screener necessitated changes to the content of screening items, including additional emotional/behavioral reactions to cancer and social ecological factors related to the family, school, extracurricular activities, and social support.
The current findings add to a growing body of work documenting the strong need for psychosocial screening in pediatric cancer (Kazak et al., 2012; Kazak, Abrams, et al., 2015) , though the provision of psychosocial screening and treatment remains variable across institutions (Scialla et al., 2018) . Although 28.8% of pediatric oncology programs report using the PAT in clinical care (Scialla et al., 2018) , the extent to which the sibling items are taken into account remains unknown. Barriers to providing evidencebased psychosocial screening and services to families facing cancer include insufficient funding, lack of psychosocial staff, little reimbursement, and limitations on providers' and families' time (Scialla et al., 2017; Selove et al., 2012) . Sibling-specific barriers include the absence of siblings from healthcare settings and parents' limited knowledge of siblings' adjustment in the weeks following diagnosis (Long et al., 2017) .
Although the topic of sibling screening has received limited research attention, several sibling-focused assessment measures have been developed in the context of pediatric chronic illness. This includes measures to assess siblings' responses to illness, such as the Sibling Perception of Illness Questionnaire (Sahler & Carpenter, 1989; Lobato & Kao, 2002) and the optional sibling scale of the parent-reported Impact on Family Scale (Stein & Riessman, 1980; Stein & Jessop, 2003) ; a brief screener of family members' emotional/behavioral functioning (The Family Symptom Inventory; Karlson et al., 2015) ; and measures of siblings' unmet informational, support, and emotional needs in the context of pediatric chronic illness ( To our knowledge, the present study was the first to focus on social ecological risk and protective factors in the context of sibling screening.
With regard to clinical implications, the provision of sibling-specific psychosocial care is a recommended standard of care in pediatric oncology (Gerhardt et al., 2015) , but the degree to which this standard can be implemented depends on the presence of screening guidelines and tools. Sibling-specific screeners serve the dual purpose of facilitating the identification of siblings with higher psychosocial risk who can be referred for more intensive assessment and/or psychosocial care, as well as increasing providers' and families' awareness of sibling issues (Long et al., 2017) and informing parents about adjustment difficulties commonly faced by siblings of children with cancer (e.g., symptoms of posttraumatic stress). A more complete and accurate assessment of sibling risk factors may also serve to better identify families who are at greater risk for difficulties adapting to the challenges of pediatric cancer.
The current research is strengthened by the purposive sampling procedure that ensured consideration of input from families that varied across sibling age, gender, treatment status, and time since cancer diagnosis; the methodical approach to item development and refinement; and the simultaneous development of English and Spanish versions of the modules. Another strength is the evaluation of both paper-and-pencil and electronic (REDCap on an iPad; Harris et al., 2009) formats of the screener, with the latter including age-specific branching of items that were preprogrammed and appeared seamless to parents.
Findings must be interpreted in light of several limitations. Despite linguistic and ethnic diversity, the sample was relatively high in socioeconomic status, was recruited from a single institution, and enrolled relatively few fathers or single-parent families. Furthermore, the modules were developed for the two primary languages spoken in the United States (i.e., English and Spanish), but this does not capture the wide variability in languages spoken by families of children with cancer in the United States or globally or the various language versions of the PAT that currently exist. There are also potential limitations of the screener itself. For example, our data suggest that there would be minimal burden associated with administering the sibling items separately for each sibling within a family, but this should be examined in a larger sample. Similarly, our sample consisted of families who were at least 3 months out from cancer diagnosis. Although these families likely provided better perspective regarding the process of sibling adjustment over time and the importance of specific risk and protective factors, the new modules have not yet been evaluated in a newly diagnosed sample. Thus, it will be important for future research to assess the feasibility of incorporating the new sibling screening modules into existing models of family-based psychosocial screening and care, including those targeting families closer to the time of cancer diagnosis.
In addition to questions of feasibility, the next steps of this line of research include examining the psychometric properties of the modules through larger-scale data collection around the time of diagnosis and several months thereafter to establish reliability and concurrent, content, and predictive validity of the baseline and follow-up versions of the PAT sibling modules, as well as to better establish that parents are responding to sibling items as intended. Given previous findings that siblings of children with cancer often underreport emotional distress to protect parents (Long et al., 2017) , the development of a self-reported version of the sibling psychosocial screener would complement the parent-reported version described here. Finally, sibling screening will benefit from longitudinal research that describes the processes underlying sibling adjustment to cancer over time, which will inform the optimal timing at which to assess siblings using the new PAT sibling modules.
In sum, the current research has crafted developmentally sensitive, sibling-specific screening modules for the PAT that will allow us to identify siblings with higher risk for clinically significant distress in the months or years after cancer diagnosis. In turn, effective screening instruments and procedures are expected to increase the extent to which siblings with higher psychosocial risk are referred for assessment and/or therapeutic services.
